C ompressing the exiting root with its dorsal gangli on, extraforaminal disc herniations (EFDHs) pre sent with lancinating leg pain, whereas lowback pain is often moderate. These rare lesions may be difficult to detect if displaced far caudally to the presacral course of the L-5 root, but they have to be considered in the differ ential diagnosis of L-5 radiculopathy.
History and Examination
A 33-year-old man presented to our outpatient clinic with moderate low-back pain that was assigned a visual analog scale (VAS) score of 3 and right-sided L-5 radicu lopathy with a VAS score of 5 that progressed to severe paresis of L-5. Preoperative clinical examination demon strated a 3/5 paresis of the musculus extensor hallucis lon gus, a 3/5 paresis of the musculus tibialis anterior, a 4/5 paresis of the musculus gluteus medius on the right side, hypesthesia in the L-5 dermatome, and normal reflexes. In an MRI study of the lumbar spine, a presacral lesion was overlooked at first, and the MR image seemed without evidence of nerve root compression. The patient had nei ther a relevant medical history nor a history of injury or recent travel. He reported some tick bites without anular rash that had occurred several months earlier. A spinal tap and a serological examination excluded the diagnosis of Lyme disease. A psychogenic paresis was assumed. After an interdisciplinary discussion, CT scanning and contrastenhanced MRI of the lumbar spine were performed. A le sion was detected in front of the sacrum along the presa cral course of the L-5 nerve root (Fig. 1) . A herniated disc was suspected, but a schwannoma could not be ruled out. Sequestered disc fragments were then diagnosed during surgery.
Operation
Surgery was performed after induction of general en dotracheal anesthesia and with the assistance of an operat ing microscope (Pentero, Carl Zeiss Co.) with the patient Far caudally migrated extraforaminal lumbosacral disc herniation treated by a microsurgical lateral extraforaminal transmuscular approach: case report in a prone position. Lateral radiographs were obtained to determine the correct level for exposure. After a skin inci sion was performed 4.5 cm lateral to the midline on the ipsilateral side of the disc herniation, a minimally invasive dilatory retractor system (Spotlight, DePuy Synthes) was inserted. Muscle fibers were coagulated and cut. The L5-S1 facet joint was identified and the location of the lum bosacral neuroforamen was confirmed by radiography. The retractor was repositioned more caudally centered in the ridge of the sacral ala. A cranial portion of the sacral ala was removed by a high-speed drill to approach the presacral part of the L5 root (Fig. 2) . The root ganglion was displaced laterally, and excessive manipulation was avoided. A large piece of solid disc material was identified caudally to the L-5 nerve root, carefully dissected, and then removed (Fig. 3) . Hemostasis of the operative field was achieved. The thoracolumbar fascia and subcutane ous tissue were sutured separately, whereas the skin was closed with glue.
Postoperative Course
A postoperative contrast-enhanced MRI study showed adequate decompression of the L-5 nerve root (Fig. 4) . Low-back pain completely disappeared postoperatively, whereas neuropathic leg pain of VAS Score 8 with allo dynia persisted. The neurological condition was almost unchanged. The patient was discharged 5 days after the operation. He participated in an intense rehabilitation pro gram 6 weeks thereafter. One year later an examination revealed no motor, sensory, or reflex abnormalities, and neuropathic leg pain disappeared completely.
discussion
We report on a far extraforaminal lumbosacral herni ated disc in the presacral region that was initially missed on standard imaging. Despite the introduction of high-res olution MRI, some disc fragments can be missed and mis taken for benign neoplasms.
3,6 As in our patient's mass, atypically sequestered disc herniations usually appear het erogeneous, with hypo-to isointense signal on T1-weight ed MRI and hypo to hyperintense signal on T2weighted MRI, depending on the time of occurrence. Contrastenhanced MRI rarely shows central enhancement of the herniated disc fragment, but a slight diffuse or peripheral rim can be observed.
3 According to the literature, it is pos sible to detect this rare lesion with 3D MRI 2 and to differ entiate a suspected schwannoma with diffusion-weighted MR neurography, 15 but this is not routinely performed in patients with radiculopathy.
A psychogenic neurological symptom is estimated to be present in approximately 9% of all patients seen in neu rological practice, and is assumed if no morphological ex planation is found. 8 To provide the best chance for the pa tient's full neurological recovery, it is, however, essential to achieve an accurate diagnosis. This can be facilitated by thorough examination and interdisciplinary discussion. A microsurgical posterolateral transmuscular approach was then used that enables an excellent exposure of the ex traforaminal compartment. This approach requires bone resection (usually limited to hypertrophied facets), which can increase the risk of future spinal instability.
5,12,16 The first prospective randomized study was published in 2008 and showed significantly less pain medication in patients treated via a transmuscular approach.
1 With adequate re moval of the sacral ala, the presacral area can be reached easily.
11,14
In a recently published retrospective study, sensory deficits in EFDH were unchanged in 31.2% and improved in 51.4% of cases postoperatively. Similar results were applied to motor deficits in a short-term follow-up of 6 weeks. In the long-term follow-up, 56.3% reported com plete relief of symptoms, whereas 42.5% of cases suffered from sensory deficits and 25.3% from weakness. 10 Our pa tient suffered from neuropathic pain initially. Recovery of neurological function was slow. Preoperative diagnosis is thought to be very significant in the prevention of postop erative neurological deficits, but correct preoperative di agnosis in EFDH can be difficult. Careful imaging of the extraforaminal area is thus recommended routinely, espe cially if no intraspinal finding corresponds to the clinical presentation. 
